A 40-year-old male patient (American Society of Anesthesiologists physical status 1), a known case of left parotid gland pleomorphic adenoma, was scheduled for parotidectomy. In the operation theatre, anaesthesia was induced by standard anaesthesia technique and the trachea was intubated with flexometalic 7.5-mm endotracheal tube (ETT) and fixed with the help of adhesive tape at right angle of mouth. The patient was placed in supine position with the head hyperextended and laterally rotated to expose the lesion side upward. The surgical site of interest was draped by the surgeon, and as a result we had very little access to the ETT.
The surgery was started and continued smoothly for 1 h, but thereafter the ventilator showed significant leak of 100-200 mL. All the possible causes of leak were ruled out. The oxygen saturation started declining and reached 90%. Suddenly the ventilator showed disconnection and we found that the ETT was displaced and the trachea was extubated. The adhesive tape was found to be loose as it was soiled by excessive salivation and as a result the patient was extubated.
In the Trendelenburg position, proper suctioning of the oral cavity was done. Immediate bag mask ventilation was started, and after that oxygen saturation improved to 100%. The trachea was reintubated and the ETT was secured with adhesive tape over which water-resistant transparent medical dressing was applied. The ETT was additionally fixed with the bandage around neck. Intravenous glycopyrrolate 0.2 mg was administered. During this event, the patient was haemodynamically stable. The course of surgery was uneventful thereafter, and the patient was extubated and transported to post-anaesthesia care unit.
Inappropriate relaxation together with light plane of anaesthesia, loose cloth tape fixation, movement of patient's head during surgical exploration, accidental traction of ETT by the surgeon's hand and inappropriate tube fixation are some reasons behind accidental extubation. [1] The main intraoperative complication of the parotid surgery is facial nerve injury, but in this case we face an unusual and dreaded complication in the form of accidental extubation. To the best of our knowledge, it is the first case in which there is accidental extubation due to excessive salivation during parotidectomy.
Saliva is secreted by the six major salivary glands (two parotids, two submandibular and two sublingual) and several hundred minor salivary glands. The minor salivary glands and the submandibular gland provide much of the saliva at rest, while the parotid gland is responsible for the majority of salivary production during stimulation.
When stimulated, salivary flow increases by five times, with the parotid glands contributing the predominance of the saliva. [2] During parotidectomy, manipulation of the parotid gland can cause hypersalivation and if undetected early can lead to accidental extubation intraoperatively.
The anaesthesiologist should be aware of this unusual intraoperative complication of parotid surgery. We suggest other method of tube fixation in parotid surgeries like fixing ETT with bandage in addition to adhesive tapes. Water-resistant medical dressing should also be applied over adhesive tape to prevent loosening of the same. In addition, intravenous glycopyrrolate should be administered after intubation to decrease the secretion.
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Epidural sieve: A blessing in disguise!
A 34-year-old female, G2P1L1, presented at 40 weeks' gestation in active labour and requested for epidural analgesia. She had a previous normal vaginal delivery and was a well-controlled gestational diabetic. General and systemic examinations were normal. Hemoglobin was 11.4 g/dl.
The patient was positioned laterally and using midline approach at L3--L4 interspace, the epidural space was located with loss of resistance to air at 5.5 cm from skin. The catheter was fixed at 9.5 cm. Test dose 3 ml 2% lignocaine with adrenaline was given. Sensory blockade up to T8 was achieved, and analgesia was maintained with infusion ropivacaine 0.15% at 10 ml/h. Post-procedure vitals were stable, foetal heart rate was 153/min, and labour was augmented with oxytocin infusion. An hour later, she complained of mild left sided abdominal discomfort, and a bolus of 3 ml 0.15% ropivacaine was administered.
Three hours later the patient experienced continuous left sided abdominal pain unrelated to contractions and prolonged foetal bradycardia for 3 min on Cardiotocography.
The maternal haemodynamics were stable. A per vaginum examination showed a fully dilated cervix with the vertex at station minus 2. On reexamining the patient in the operating room there was persistent foetal bradycardia with no changes in vaginal examination, necessitating a category 1 lower segment caesarean section. Preoperatively the vitals were normal. Standard monitors were attached. The patient was co-loaded with 500 ml crystalloid, O2 was started at 4 L/min and a wedge was placed under the right buttock. Epidural anaesthesia was augmented with 10 ml 2% lignocaine with adrenaline after negative aspiration for CSF and blood. An additional bolus of 5 ml 2% lignocaine with adrenaline was given to achieve a sensory level of T4 and surgery was commenced. About 200 ml of clear fluid was noted in the peritoneal cavity and the lower uterine segment appeared oedematous and congested. On opening the uterovesical fold, fresh blood and clots were noticed between myometrial layers and they were evacuated. The lower segment of the uterus was opened, and the baby was delivered. The APGAR score was 5/10 and the baby required bag and mask resuscitation. After placental delivery, a tear was observed on the right lateral aspect of the lower segment extending inferolaterally to the cervix and upper vagina. It was repaired in two layers. Few episodes of hypotension due to a blood loss of 1700 ml were managed with boluses of ephedrine and 500 ml colloid. The maximum allowable blood loss was approximately 2,400 ml, hence blood was not transfused intraoperatively. The postoperative hemoglobin was 8.3 g/dl.
The overall incidence of uterine rupture is about 0.07% but it leads to adverse maternal and foetal outcomes. [1] The risk of uterine rupture increases with multiparity, uterine instrumentation, trauma, post-surgical scarring, foetal macrosomia, and use of uterotonics. [2, 3] Incomplete ruptures leave the peritoneum intact, whereas uterine
